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This document is not just a workshop report. It Is 
also a perspective document for the Maharashtra 
Region WAH! Training Programme. As such, It Is 
the first policy statement issued by the MahWAH! 
Programme offices. We have assumed that the 
audience will not only be the Resource Persons 
and the national and regional 
level co-ordinating offices of 
the WAH! Programme, but 
also others including health 
planners, trainers, health ac- 
tivists women’s groups, etc. 


So, we have presented the 
Workshop proceedings more 
comprehensively instead of 
merely documenting the in- 
ternal dialogue among the 
participants. 


In the workshop it became % 
clear that the perspective 

and Programme of ‘WAH!’ in 
Maharahtra is going to be 

shaped by the health activism in this region. This 
report reflects that dynamism, too. Also, feed- 
back and suggestions from the WAH! Pro- 
gramme in the other Regions are useful in ex- 
tending the WAH! initiative and consolidating the 
MahWAH! perspective. By being a critical sound- 
ing board for the WAH! Programme, the Work- 
shop participants strengthened the perspective. 


This report is about the continuities of MahWAH! 
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‘nitiatives of the other regions 
adh ees the programme paradigm 
ed here to suit existing socio- 

malted — in the sub-regions of this get 
We have thought it important to include ‘archiva 
material to clarify the basic WAH! perspective as 
well as to better emphasise 
the links between the initiative 
in this region and the other 


regions. 


We would like to thank all the 
resource persons who partici- 
pated in this workshop, as 
listed in Annexure I, and we 
look forward to working further 
with them to develop and im- 


with the W 
and also about ho 


plement the training _ pro- 

é gramme. 
> We also gratefully acknowl- 
K edge the support of the JRD 


Tata Trust which enables us 
to put the needed energy and 
time into the Preparatory Phase for the training, 
and which also shares the concern for advocacy 
and justice. 


Especially, the effort put in by the Teams of the 
Southern and Western Region WAH! Training 
Programmes led by AIKYA/SHSD of Bangalore 
and CHETNA of Ahmedabad has given us in 
Maharashtra the opportunity to learn from and 
build upon their experience. 
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|. Background 


WAH! is a multi-regional Programme for com- 
prehensive, gender-sensitive and sustainable 
health care for all with special emphasis on 
women and girl children and all other disad- 
vantaged persons throughout the life-cycle. 


It is inspired by 


Q The intermational women’s health move- 
ment (including ‘self-help’ healthwork) 
and the shape it takes in South Asia 


Q Local healing traditions and practices 
and indigenous systems of medicine 


Q The experience of community health, 
primary health care, rational drug therapy 
and consumer rights movements, and 


Q_ The lives and insights of women in poor, 
marginalised and oppressed communities. 


(Abstracted from the WAH! Approach Document, 1997) 


WAH! emphasizes empowerment of women and 
communities within the socio-political context 
and encourages sound, gender-sensitive local 
health practices and initiatives. WAH! focuses on 
the training of middle level co-ordinators, 
primarily women, for evolving and managing 
gender-sensitive programmes using the primary 
health care approach. 


(Abstracted from the WAH! Curriculum 
Review & Development Report, 1996) 


WAH! has been implemented in the Southern 
(Karnataka & Tamilnadu) and Western (Gujarat 
& Rajasthan) Regions. The Programme is being 
launched in the Maharashtra Region, ard the 
Nepal Region programme may start next year. 


The co-ordinating organisations for the pilot Pro- 
gramme were AIKYA and SHSD based in Ban- 
galore. CHETNA located at Ahmedabad co- 
ordinates the Programme in the Westem Region. 
Based on the Southern Region’s expenence 
from the pilot Programme, CHETNA successfully 
conducted the first three-phase course of the 
Western Region Programme in 1997-98. In Ne- 
pal, the co-ordinating organisation Is RECPHEC 
(Resource Centre for Primary Health Care) at 
Kathmandu. 

H! Training Programme in Maharashtra 
pe to be off in February 1999. The 
Co-ordination Team comprises of Manisha 
Gupte of MASUM, Anu Wakhlu of Pragati and 
Mira Sadgopal. Partner organisations now ident 
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fied are from thirteen districts in the five sub- 
regions of Maharashtra, including: 


1. Konkan: Raigad, Ratnagiri 

2. Marathwada: Nanded, Osmanabad 
3. Northwest Maharashtra: Nasik 
4 


Southwest Maharashtra: Sangli, 
Solapur, Pune, Satara 


5. Vidarbha: Amravati, Gadchiroli, Bhandara 


The first Resource Persons’ Workshop organised 
by the Maharashtra WAH! Team in Pune (28-29 
October 1998) helped to conceptualise the 
Programme for Maharashtra. and lay ground for 
implementation. 


Il. The Workshop 


The two-day Workshop was the first of two such 
events planned before the course: (The second 
is scheduled for February 1999.) The-aims were: 


Q To gather the resource persons and 
familiarise them with the approach and 
experience of WAH! so far, to review and 
obtain feedback on MahWAH! perspective 
and to invite them to be involved’ in specific 
tasks in Programme planning and implemen- 
tation in Maharashtra. 


Q To discuss and clarify conceptuafand logisti- 
cal issues of the MahWAH! Programme, 
including the training goals; the relationship 
with NGO ‘Programme partners’ and the 
profile of the training candidates. 


a To draw up a plan for executing the Training 
Programme, including curriculum, training 
modules, methods, etc. 


Other than discussion on paradigm and 
approach, it was expected that at the end of the 
workshop a feasible training framework would be 
prepared in terms of both curriculum as well as 
logistics. It was also expected that resource 
groups would be formed to work out the various 
programme phases and modules. 


These expectations were met to some extent. 
While the MahWAH! Programme perspective, 
concepts, focus and emphasis were 
consolidated, finer details of the training 
curriculum and exact participation of the RPs in 
the different modules were not finalised. Yet, 
commitments were made for group work and 
follow-up with the co-ordinators to finalise these 
before the second RPs’ workshop in February. 


1. The Resource Participants 


There were 34 resource participants. Some 
invitees could not attend yet are still expected to 
be involved in MahnWAH! The assembled group 
included NGO heads, health professionals, 
feminist and health activists with experience in 
research, training, management, and documen- 
tation. Other than these, there were some 
members of the national-level WAH! Core Group 
and the co-ordinator of the Western Region 
Programme. 


(See Annexure | for a list of participants at the Workshop.) 


Around ten staff and other members from the 
MahWAH! Programme Co-ordinators’ offices in 
Pune helped in organisational aspects including 
reporting. A representative of the JRD Tata 


Trust, funding the current preparatory phase of | 


the Programme, was also present on the first 
day. The MahWAH! Programme will be receiving 
partial funding from the DSE/ZG. (Also, it 
accepts various kinds of support from individuals 
and citizen’s groups.) 


Expectations from Resource Persons 


(Abstracted from RP Workshop, 30-31 January 
1997, WAH! Western Region Programme, 
Ahmedabad) 


QO To be sensitive to the WAH! Perspective 


Q To communicate with the Training 
Co-ordinator’s office about special 
training requests, materials, etc. 


Q Preferably to work in small groups 
Or as reading circles 


0 To have realistic expectations from 
trainees and give adequate time 


O The set of personal attributes desirable 
in WAH! resource persons are: 


e Even temper, creativity, humour, 
non-judgmental attitude, touch with self 


* Gender-sensitivity, holistic outlook 
and balanced views 


’ Understanding, respect of boundaries, 
ability to facilitate group processes, and 


* Simple communication, ability to use 
innovative teaching methods. 


DAY 1 
duction to WAH! Training , 
‘ seeeorent & Participant Introductions 


History of the WAH! Programme 
The WAH! Perspective 


The WAH! Experience 
(Southem & Western Regions) 


MahWAH! Stage Setting 
(Discussion: MahWAH! Perspective) 


DAY 2 
eg ee meee 
a Group Work — | 
All 3 groups: Present Profile and 
Future of the MahWAH! Graduate 


OQ MahWAH! Training Models 


QO Group Work - Il 
Group 1: Health Care 
Group 2: Determinants of Health 
Group 3: Rights and Health 
Group 4: Skills of Co-ordination 


Q Training Logistics with Inputs from RPs 


2. The Workshop Proceedings 


Welcoming the participants, Manisha Gupte in- 
troduced ‘WAH! Maharashtra’. For the prep- 
aratory stage of this Programme support has 
come from the JRD Tata Trust. For the Southern 
and Western Region Programmes the source of 
financial support had been the Public Health 
Promotion Centre of the German Foundation for 
International Development (DSE/ZG), Berlin. The 
DSE/ZG will be extending support to the training 
phase of WAH! Maharashtra in 1999. After this 
first resource workshop, there would be another 
one before the training is implemented in three 
phases, tentatively in March, in June and in 
September 1999. 


In general, the workshop organizers and facilita- 
tors used a number of group process methods. 
not only to achieve the Stated aims of the work- 
shop but also to strengthen the interpersonal di- 
mensions of the group. The ability to quickly as- 
similate and represent the discussed ideas by 


using creative, visual means reatly facili 
the workshop process. greatly facilitated 


Anu Wakhlu Sparked off a creative group activity 


for participant introductions. All w ivi 
€re divided into 
live groups of seven or eight persons each The 
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members introduced themselves to each other 
outlining their areas of interest. With sketchpens 
on chart paper each group symbolised its mem- 
bers characteristics and interests, their self- 
perceptions, and how they hang together as a 
group. After the tea break each of the groups in- 
troduced themselves to the others through their 
drawings. These were then put up on the wall. 


lll. The WAH! Experience 


Presenting a historical overview, Mira Sadgopal 
first pointed to the various roots and sources of 
inspiration for the WAH! Programme (mentioned 


in the beginning), detailing the Programme’s 
aims and commitments. 


1. From the Archives ... 


One of the challenges of WAH! has been to bring 
together three initially divergent streams: femi- 
nism, traditional medicine and management. 
While herbal medicine is interesting to feminists 
involved in self-help healthwork, the classical in- 
digenous systems of medicine (ISM) like Ayur- 
veda and Unani are strongly imprinted with patni- 
archal views and content. And feminists continue 
to suspect ‘management’ for inherent hierarchy. 


A unified WAH! approach emphasises: 


a Aholistic, feminist view of health 
and healthcare for women 


A primary health care approach which 
embraces sound traditional health and 
healing practices 


o Effective, skillful, gender-sensitive, 
sustainable local heaith management 


a A stand against social inequality and 
discrimination as it affects health. 


In the discussion sessions of the RP workshop, 
many questions were raised about defining the 
paradigm of the WAH! Training Programme. It 
was felt that words and concepts such as 
‘holistic’, ‘traditional’, ‘psycho-dynamic , ‘life- 
cycle’, ‘management, ‘PHC’, ‘RCH’, etc. cannot 
be used uncritically, as they carry many 
overtones and interest positions in the 
contemporary complex political and economic 
scenario. Also, the need was felt to debate and 
clarify how the Maharashtra Programme links 
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with the initiatives in the other two regions, 
because of differences in the regional 
experiences, health activism and local politics. 


The debates and issues of concem to health 
activists in Maharashtra were evident in the 
discussions, and it is inevitable that these 
concerns will guide the MahWAH! Programme. 
There was also a mood of self-reflexivity in the 
workshop, with the WAH! Team from the 
Western Region retrospectively thinking about 
the pleasures, problems and dilemmas of 
executing the Programme. There was an 
expressed need to strengthen the Programme by 
carrying forward some of the critical arguments 
from the previous WAH! experiences. 


The participants also debated about how and 
where WAH! would fit into the emerging political 
scenario, with serious disinvestments by the 
state and the profound and powerful incursions 
from the private sector. Therefore, this report 
also has the aim of highlighting debates within 
the WAH! initiatives about conceptualising 
frameworks and problems of implementation in 
different regions, as well as clarifying some 
concepts for MahWAH! A historical experience of 
the WAH! Programme will be evident in the 
report for these reasons. Earlier WAH! 
documentation has been a rich resource, and a 
list of the documents used as background 
material for the workshop, and in this report, is 
included as Annexure II. 


2. Beginnings 


The history of WAH! began with a feasibility 
probe conducted by the DSE in 1990 to look into 
potential for supporting NGOs to promote 
women's income generation capacities. On 
DSE’s behalf Erika Fink and Asha Kachru visited 
a number of NGOs in India and Nepal. Just then 
Germany underwent re-unification and there 
were great changes in the health system in the 
former East. The DSE set up the Public Health 
Promotion Centre (ZG) to focus on health service 
reconstruction as well as on promoting health 
training and dialogue in countries of Africa, Latin 
America and Asia. 


The set of NGOs visited were invited by the 
DSE/ZG for a joint consultation at Surajkund 
near Delhi in 1992. Those whc took part included 
CHETNA and SEWA (Ahmedabad), LSPSS 
(Coimbatore), VHAI (New Delhi) and RECPHEC 
(Kathmandu). Here it was recognised that NGOs 


involved in health programmes generally tend to 
allocate service roles to women and manage- 
ment roles to men. The need was identified for 
‘building women’s management capacities in 
primary health care’. 


A format of three training modules was outlined 
including woman's health concems, traditional 
medicine, and management. A tentative core 
group was formed including representatives of 
CHETNA, LSPSS, VHAI and RECPHEC. 


In 1993 at Bangalore around forty experts were 
brought together for the Programme 
development. Here it gained the name ‘WAH!’ 
(Women And -Health!). The basic perspective 
was evolved, the draft modules and curriculum 
elaborated, and criteria for the selection of NGO 
partners fixed. 


3. Pilot Programme, Southern Region 


Based at Bangalore, Philomena Vincent of 
AIKYA and Kumarswamy of SHSD co-ordinated 
the pilot training Programme in 1994-95. There 
were twenty trainees from nearly a dozen NGO 
partners in Tamilnadu and Karnataka, using both 
Tamil and Kannada languages. A formal external 
evaluation commissioned by the DSE/ZG was 
completed in 1995. | 


A ‘Curriculum Review & Development’ (CRD) 
workshop was held in Pune in June 1996 to 
review the achievements and problems for the 
purpose of curriculum development. The 
suggestions included clarification in the definition 
of the trainees in terms of educational level, 
present role and expected role after training. 
‘Psycho-dynamic learning’ was reviewed as a 
methodology. 


A Workshop for the WAH! Western Region 
Facilitators Team held in February 1997 went 
into more depth and practicalities regarding 
psycho-dynamic learning. 


Psychodynamic learning emphasizes: 
Process oriented participatory learning 


Democratic, positive use of authority 


a Crossing barriers between personal 
and professional 


Q Self-motivated learning 

oO People’s belief systems and values 

a Social change and creation of support 
QO 
a) 


Inter-disciplinary learning 
Constructive use of emotions (wonder, 
curiosity, love, humour). 


(Abstracted from Kumarswamy (AIKYA) 
in Report of Workshop for WAH! Western 
Region Facilitators, February 1997 


The Vaidya’s Workshop in July 1996 aimed at: 


e Defining Ayurveda’s viewpoint towards PHC 
e Laying out diagnosis & treatment guidelines 


e Suggesting criteria for rationality, safety and 
ethics in the ISM/THHP framework 


The workshop debated designing an ISM 
curriculum with WAH! perspective. Other than 
this, it was also a forum for discussing concems 
within Ayurveda itself, for example, rational and 
Safe therapy, gender-sensitivity and ethics of 
practice. While a useful beginning was made, the 
THHP curriculum for WAH! has come to stress 
perspectives from women’s health initiatives 
such as SHODHINI, local healing beliefs and 
practices, herbal medicine, etc. 


The Purpose of getting together a number 
Of vaidyas was to gather information and 
skills to improve the health of ‘the last 
woman’ — she who is most deprived. 
Naturally, we are concemed with the way 
In which this system of medicine will reach 
that woman. Interaction between folk 
medicine and classical] Ayurveda needs to 
be healthy and respectful, giving and 
accepting from each other. 


Manisha Gupte, quoted in ‘Sama “4 
; yoga’: Ayurveda 
and PHC (Report of WAH! Vaidyas’ Workshop 
at Pune, July 26-28) 1996 
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4. WAH! Triangular Force Diagram 


The WAH! ‘Force Triangle’ (Bal Trik 

was first proposed and laid or by feaberse can 
ticipants at the 1993 Bangalore Workshop to de- 
pict the mix and interplay of factors within the 
globalizing economy and patriarchal society 


contributing to women’s precarious state of 
health. 


Further developed within the WAH! Core Group 
and among various friends, in 1997 the Western 
Region training used it as a framework to inte- 
grate and stimulate the trainees’ understanding 
of the multifold influences on women’s health. 


The force of Violence bears down from the apex 
of the triangle, while the forceful stresses of 
Over-Work and Under-Nutrition interact at the 
base. If we focus on any one of these three 
forces, still, for women, its effect can’t be seen in 
isolation from the other two. Nor can one detach 
these forces from the external net of social, po- 
litical and economic influences, which link up to 
keep women trapped within the triangle. 


This diagram is 
flexible in the sense 
that both facilitators 
and learners can 
improvise upon it 
from their own 
understanding and 
perpective. 


The emphasis in 
WAH! on ‘holism’ 

in health is because 
of this complexity of 
biological, psycholo- 
gical, social, political 
and economic factors 
impinging on 
women’s lives. 


Holism is a way 

of approaching the 
world. In health, it 

is a way of thinking 
and working with the 
human and social 
body in health and 
disease. 
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‘Holism’ implies that ... 


every part, in some way or other, 
reflects or contains the whole. 


All parts of nature and experience are related 
with all other parts and processes. And, every- 
thing in nature is always changing. Disorder and 
upheaval constantly re-balance in new ways. 
Human life is inevitably part of the ebbs and 
flows of nature and environment. 


Western science and medicine, until recently, 
has been characteristically ‘reductionist’. That is, 
it analyses by breaking down wholes and focus- 
sing on the separate parts. This kind of ‘clarity’ 
and precision has led to various technological 
‘conquests over nature’. In its wake has come 
pollution, destruction and resource depletion. 


Non-western societies, on the other hand, expe- 
rience nature in terms of inter-relationships and 
balances. A holistic worldview holds the impera- 
tive of redefining ‘development itself. 


(Abstracted from The Approach Document, 
WAH! Programme, March 1997) 


9. Western Region Training 


Jyoti Gade from CHETNA and Co-ordinator of 
the Western Region WAH! Training Programme, 
shared her Team’s implemeritation experience. 
As there were participants from both Gujarat and 
Rajasthan, the training was conducted in Hindi. 
(The second course will be in Gujarati.) 


The total implementation process included: 


Q Needs assessment, Interviewing 
NGO heads and participants 


Q Designing curriculum with 
facilitators & resource persons 


Q Facilitators’ training 


Q Implementation of the 
training course in three phases 


Q Follow-up Programme: Visits to each 
organisation and two workshops with 
graduates (including gender sensitisation 
with family member). 


Thirty-three participants from 21 organisations 
completed all three training phases. Having be- 
gun with 38 selected participants, including 5 
men, 5 women dropped out in phase | only. Each 
of the phases was of 30 days with a three-month 
gap between each phase. Phase | focussed on 
orientation/sensitisation, Phase II on skill building 
and Phase IIl on Programme application. 


In the post-course evaluation, the participants 
Suggested reducing the days allotted for under- 
Standing the concept of management, and in- 
creasing the days for traditional health practice. 
Also, they suggested reducing the days given for 
body structure & function and increasing days for 
‘gender and health’ as they already had some 
Knowledge of the former. They wanted more 
days to deal with violence and mental health. 
Field trips should include visiting PHCs and hos- 
pitals. Better use of examples was Suggested, 
especially for seemingly abstract areas such as 
the connection between community health and 
SAP or NEP. 


The post-course evaluation of impact on the 
trainees, assessed in key areas, was summarily 
presented. (For details, see the box on the next page.) In 
the area of nutrition, personally the women were 
found to be giving more value to themselves, en- 
suring they get adequate food, challenging 
negative traditional practices such as eating last 
and least, and importance to nutrition at com- 
munity level. Stepping towards healthy sexu- 


men and men began dialogue 


ality, both wo ommunity. 


about it with partners and in the c 


At organisational level, by and large, al 
heads were sensitised to give the ne P< we: 
port for participants to make changes, an ey 
also gave feedback; the trainees penis arte 
spoken and articulate in meetings; a number o 
them were given promotions; several of them 
conducted gender training for other colleagues. 


Western Region Reflections 
and Recommendations 


‘Psycho-dynamic’ learning is a useful 
training tool. 


Q Self-development must be an ongoing 
aim of the training. 


OQ Backlash (burnout, social conflict, 
hostility, etc.) must be anticipated 
and participants trained to handle it. 


Q Increasing the resource persons’ 
out-of-session commitment to the 
WAH! Programme is suggested. 


Q Integration of the modules needs to be 
strengthened. 


Q Amore process-oriented, qualitative 
framework for monitoring and 
evaluation is needed. 


Q The number of training days cannot be 
reduced without compromising quality. 


Q Forming reading circles and tutorial 
groups is indispensable in the training. 


Q NGO involvement should be 


encouraged at all levels of training and 
advocacy. 


Q Better time-management is required. 


Q The presence of some men Participants 
Is beneficial, as is other kinds of 
diversity in the Participants’ profile. 


Q 30 or even fewer Participants, but 
not more, will optimise learning. 


Q Per module, keep 3 or 4 resource 
facilitators. 


From Report of WAH! Westem Region Training 
Phase |, 6 February - 8 March 1997 
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Impact of WAH! Training 
(Western Region) 


From ‘Report of the WAH! Evaluation Meeting 
(Western Region)’, 1998 


1. Sensitivity towards women’s health: 


Q Increased sensitivity to gender and 
to women’s health issues 


Q Increased organisational sensitivity 
to women’s health 


Knowledge on women’s health: 


Q Growth of strong health and 
development related knowledge base 


Q_ Ability to link micro to macro issues 
Skills and confidence: 


Q Better skills in communication, 
management and training 


Q Increased work efficiency and 
systematic work 


Empowerment: 
Greater self-confidence & analytical 
thinking 

Q Recognition of participant in 
Organisation 


IV. The Maharashtra WAH! 
Programme: A Preview 


With the given experience of the first two re- 
gions, some discussions took place around 
whether MahWAH! is to repeat the same and to 
what extent could it develop a curriculum specific 
to Maharashtra. The region is rich in NGOs as 
well as health activism, So WAH! training here 
has an advantage. 

Nearly sixty NGOs have responded, with about 
forty asking to be involved. The aim is to identify 
15 to 20 Programme Partner organisations. 
Finding suitable WAH! Partners in each of the 
five regions (Konkan, SW Maharashtra, NW Ma- 
harashtra, Marathwada and Vidarbha) is on the 
basis of prerequisites such as infrastructure, re- 
sources, outlook and so on. This !s to ensure that 
the organisation will be able to utilise and sup- 


port participant initiative and skills. 
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in Maharashtra, there is need for training of per- 
sons to act not only as supervisors in health 
teams but to grasp issues and carry health pro- 
gramme development forward in their locality. 
Each selected NGO partner would be required to 
send preferably two or even three persons. One 
may be a man. It was decided that up to one 
third of the group of trainees may be men. The 
participation of men will help in handling gender 
issues both during the course as well as in the 
organisation later. 


Guidelines for NGO Categories: 


A: Good infrastructure, large field & training 
experience; proven ability to implement an 
innovative health Programme with women 


B: Good field base; ability to implement a field 
Programme on women's issues or health. 


C: Organisations where more information is 
required. 


R: Resource Organisations. 


A feasibility and needs assessment study will 
have to be done with the partner NGOs. What 
are their expectations from the Programme? 
What are their needs? Problems of follow-up, 
sustainability as well as areas of conflict would 
need to be identified and preempted, if possible. 
At the same time there is a need to dialogue with 
the individual candidate for training, to build a 
relationship with each potential participant and 
each NGO. This process was planned to be 
completed by mid-December. 


In the process, ‘pivotal’ organisations in each re- 
gion may be identified to help in ‘distance educa- 
tion’ aspects and follow-up work. WAH! will also 
identify and make use of resources at institutes 
and centres such as Karve Institute, Aalochana, 
TISS, Avehi, Akshara, CED, Cehat, Abhivyakti 
magazine editors and so on, who are reaching 
out to larger audiences. 


So now, the task is to plan the curriculum and 
see to the actual feasibility of three 30-day 
phases: The training will continue for one year, 
with inter-phase and post-course follow-up. As 
several small grassroots organisations have re- 
sponded enthusiastically, MahWAH! is faced with 
a dilemma. These organisations require the 
training but may not be able to sustain it. Deci- 
sions may be made following meetings with the 


NGOs. A workshop for the heads of the identified 
Programme Partner organisation has been 
planned in January to familiarise them with the 
vision, approach and content of the training. It 
will aim towards finalising the curriculum and 
working out the logistics with their input. 


(See Section lX for Follow Up.) 


V. Discussion 


Following the above presentations, discussion 
centred around the WAH! framework as it has 
evolved in the Southern and Western regions, as 
well as specific details regarding training goals, 
curriculum, profile of partner NGOs and trainee 
candidates, the number of training days, etc. The 
discussions are presented here in a structured 
fashion, covering broadly: 


1. Concepts and curriculum 
Partner NGOs 

Training 

Impact & Documentation 
Positioning of MahWAH! 


Om @ BW 


1. Concepts and Curriculum 


There was a need for a Clarification of the vari- 
ous concepts, such as ‘supervision’, ‘monitoring’, 
‘community health supervisor’, ‘indices of moni- 
toring’, ‘module’, etc. It was suggested that, per- 
haps, ‘co-ordinator would be better to use than 
supervision because it implies responsibility as 
well as a creative function. Supervision indicates 
@ power relation, and the WAH! stress is more on 
co-operation. The difference between monitoring 
and supervision was also debated. 


A ‘module’ is a portion or sub-unit of a course, a 
teaching or leaming unit in the training. Discus- 
sions ensued about what really needs to be cov- 
ered in a module: What are to be the contents? 
Who would be interested in conducting it? How 
are all the modules going to be integrated? What 
is the proper balance between content and proc- 
ess? How can we avoid unnecessary repetition 
of content? To what extent should ‘academic’ 
concepts (vs. ‘field’ knowledge) be Stressed? 


We have to match our sigs ve me 
ideal, participant. 
available, not the ideal, 
have to design a framework and decide 
where to stop in a particular topic, based 


on meetings with NGOs. Thus we have to 
move backwards and forwards in this 
framework, and only then define the 
learning objectives. 

Deepti Chirmulay (BAIF) in this Workshop 


There were also worries expressed about there 
being too many modules and problems about 
integration, not only between modules, but also 
between paradigms (holistic health, gender and 
management). Integration of the various 
paradigms in each module, instead of their 
separation, was stressed. Holistic health 
management in MahWAH! implies integrating 
gender training and management, so every 
training issue should have all three components. 
There is a need for stronger and more precise 
learning objectives and better clarification and 
integration of the content. 


Instead of making gender the central issue, 
women must be the centre of the programme. 
Trainers must think of ways to make participants 
more gender-sensitive all through women’s lives. 
The trainees have to learn to implement a health 
Programme for all age groups with sensitivity to 
gender throughout. For example, what can a 
health worker do for a girl child at the time of her 
birth and later? Thus, MahWAH! should go 
beyond a limited ‘reproductive health’ paradigm 
and maybe adopt a whole life-cycle approach to 
cover the needs of all women over their lifetimes. 


Ensuring a base of SOCiO-political understanding 
along with the gender and life-cycle framework 
was also stressed. Strengthening of sound 
indigenous health beliefs and practices and 
integrating this within the ‘Primary health’ 
paradigm was equally essential. If a basic 
understanding of gender relations in the socio- 
political context is instilled, the trainee can 
question how her or his work can become more 
gender sensitive in any Cultural context. In the 
Introductory module gender must come as the 


core: subsequently it should get integrated with 
everything else. 


As for the gender of Resource Persons, in the 
earlier Programmes, there was an equal ratio 


Resource Persons’ Workshop 


between women and men. Each module may 
have one woman and one man. 


It was decided that: 


Q Training Phase | would beain wi 
Orientation Module lasting digs to ier tists 
and take up some pilot issues such as 
gender, socio-economic, life-cycle and prima- 
ry health Care approaches. Broadly and ten- 
tatively, orientation will cover: Understanding 
Health and Disease; Economics and Politics 
of Health (PHC System included); Commun- 
ity . Health Approach (including Epidemio- 
logical principles); Gender Sensitisation:Con- 
straints/Advocacy/Strategic Choices. 


Q The sequence of modules within the phase 
should be arranged in cycles of incremental 
knowledge and skill acquisition. 


OQ Post Course Follow-up may be structured as: 
Contact Learning: 
e Skills 
e Tools 
e Techniques 
e Perspective 
Distance Learning: 
Evaluation of course 
e Recapitulation 
e Homework 
e Preparation for next phase 
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Specific aspects of curriculum discussed were 


i. Skill Building: The need for a balance between 
conceptual skills and hands-on training was 
stressed. The training curriculum must be more 
practical and less exhaustive. It should include 
development of various skills and broken down 
into smaller parts, so a trainee can practice what 
has been learnt earlier. 


Examples and statistics need to be explored to 
help understand how women are discriminated 
against. The Western Region training started 
from problems in daily experience and went from 
there to the macro level. It gave some scope for 
hands-on problem-solving, but this must be 
strengthened. The test is when a person goes 
back and finds whether the leaming is useful or 
not. For example, in the women’s health area, 
when would a particular skill or understanding be 
useful? Health programme co-ordinators will 
need skills to enhance supervisory, monitoring 
and management functions. 


ii. Why should the focus be so much on manage- 
ment related skills? 


The fact that a lot of time and importance has 
been given to ‘management’ attracted many 
comments. What does it entail in the NGO con- 
text? Aspects of management are emphasised in 
the WAH! Westem Region first and third phases. 
In Phase |, time was spent on understanding 
‘self’ and ‘others’ - introspecting and communi- 
cating - and the basics of group dynamics. In 
Phase Ill, it was project monitoring, training, and 
so on. The group felt that greater emphasis was 
being given to management skills, to the neglect 
of skills in other areas. 


Women manage household, child-raising 
and economic activities every day. They 
know the skills of organising time and 
economising not by going to management 
schools but by being thrown into managing 
their families. But they do not recognise 
themselves as ‘managers’. Through WAH! 
we aim to help women affirm and develop 
their management abilities. The training 
starts by exploring the participants’ own 
experiences as household and family 
managers and moves on from there. 


Renu Khanna, (WAH! Core Group member) in 
‘Perspective on Management’, December 1995 


WAH! seeks to define management as 
participatory, accepting and learning from 
one’s mistakes. A woman is anyway a 
manager at home. WAH!’s task is firstly 
and basically demystification of 
management. 


Jyoti Gade (Co-ordinator, Western Region WAH! 
Training, CHETNA) in the Workshop 


iii. Mental health: It was felt that one day allotted 
to mental health and emotional wellbeing is not 
enough. Also, as gender has not been system- 
atically analysed within psychiatric and psycho- 
logical practice, mental health training will have 
to be more carefully planned. Especially, the so- 
cio-political basis of women’s mental health and 
its links with violence must be emphasised, as 
also mental health advocacy issues. The module 
must consider coping levels and lay some focus 
on teaching women how to cope when they 
must; not only vulnerability, but also resilience to 
social stress needs to be emphasised. 


2. Involvement of Partner NGOs: 


Discussions ensued about the basis of 


identifying the partner NGOs, the expectations 
from NGOs, how the WAH! training fits into the 
NGOs’ agenda and what do the NGO heads 
think of this training — the need for it, its role, and 
how they will integrate it into their programmes. 
Are the NGOs going to change their focus to suit 
the WAH! Programme? 


The basis of WAH! is a partnership, the 
Partners sending two of their most valuable 
workers. The kind of NGOs we reach out to 
are those already doing healthwork or 
serious about starting it. They should 
already be involved with health is some 
way, as having some knowledge base is 
important. It is not the goal to ‘change’ the 
partners, but to contribute new information, 
Skills and perspective. Evaluation in the 
Western Region indicated that changes 
Nave come about in the partner 
Organisations both during and after the 
training course. 


x 
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Mira Sadgopal (MahWAH! Coordination 
Team member) in the Workshop 


ini lthough some eight 
the MahWAH! training, a 
a have been consulted, NGOs who were not 


on our list also responded. 


3. Training Issues. 


the Trainee participant: Manisha 
i. Profile of p pe A Nee 


summarised that there was | 
consensus from the RP group on the following 
and that discussion could be 


questions 
structured around these: 


ag Whowill be the WAH! participant? 


oO What are the roles and functions that she 
or he is currently performing? 


Q Where do we intend to take the WAH! 
participant from here? 


Groupwork discussions revolved around: Clarifi- 
cation on roles and functions of the trainees, 
profile of the trainee, such as-age, educational 
level, background field experience, etc., Clarifi- 
cation on the future role of the WAH! graduate, 
her or his status in the organisation after training, 
and the opportunities for the use of skills. 


[Also see Section VII of this report] 


li. How can trainee selection be improved? 


The need for personal interviews with NGO 
heads and their suggested training candidates 
was stressed. What are the expectations of 
these trainees and _ their Organisations from 
WAH!? 


For the technical inputs, the NGOs’ expectations 
have to be looked at through a proper needs as- 
sessment. The perception of required skills may 
differ between the NGOs and their supervisory or 
co-ordinating health staff. Just Seeing the pro- 
Spective trainees is not enough. Both have to be 
met with, to reach a balanced assessment. 


[Also see Section VII of this report. ] 


Are we trying to make the trainees managers, 
CHWs Or are we to gender-sensitize them? The 


especially be taught about Safety devices and 
back-ups when the System fails. 


Resource Persons’ Workshop 


iv. Where should the training be conducted? 


The first phase will be conducted entirely in and 
around Pune. Portions of the modules in the 
second and third training phases may be 
conducted at resource institution in some other 
region of the State. 


v. Is there need to modify the number of trainin 
days? 


There were debates about what may be a good 
training time, and whether there was a need to 
change the number of WAH! training days. Some 
felt that a continuum of training may be more 
suitable, as thirty days at a stretch is too tough 
for NGO heads to give in to. If talented staff are 
away for so long, the NGO may just collapse in 
their absence: What time is practically possible 
for an NGO to give for the Programme? What did 
the NGO partners consider as favourable? Thirty 
days over a sustained period of time, or ten days 
with gaps in between? 


A few trainees dropped out after Phase | in the 
WAH! (Westem Region) Programme. However, 
in each case, it was on account of personal and 
not organisational reasons. 


Other training experiences, such as BAIF’s, 
found that a nine-month training Programme 
organised into three blocks was too long. It was 
suggested that one week at a time IS the 
maximum period to ensure a4 good attention 
span. However this may prove to be expensive 
as trainees may have to travel frequently. 


Also in the WAH! Western region experience, the 
NGO heads ater stated that work in their 
organisations had improved after the training, SO 


ninety days was not too much. 

Id be a 
With respect to MahWAH! there wou 
problem only if a majority of the NGOs say no to 
the suggested 30 day modules spread over 3 
phases. Feedback of the NGO heads was going 


to be crucial. 
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vi. How should time constraints be handled? 


In the Western Region Programme small ‘tutorial 
groups were introduced as a regular feature 
during the course, and with good results. It was 
found difficult to fit this in after heavy general 
sessions, however. 


A total of 25 days were allotted for field trips 
conducted in urban slums, tribal and rural areas. 
Field experiences included project manage- 
ment, need assessment, project development 
for implementation at community level, herbal 
plants, agriculture, follow up and evaluation, and 
comparative study. 


For MahWAH! it was felt that all of this could not 
be achieved within the stated time frame. The 
central issue was not just how much time would 
be alotted to field training, but also what hands- 
on skills would come as part of field training. 
There are differences between field training and 
field visits. 


The NGO partners will have to carry on their own 
routine work as well as support the new work 
generated through WAH! Some felt that if the 
trainees are given shorter intensive training with 
bigger breaks for practical and field work, they 
would probably come back later with more 
positive feedback about the training. There were 
also suggestions to break up the curriculum into 
contact training and distance training, so that 
reading materials can supplement what is taught 
during the Programme. 


At the end, trainees often go back very 
satisfied with the trainer and enthusiastic 
about what they have leamt. But after a 
few months we find their practices and 
attitudes have not really changed. The 
challenge is to discover ways to bring 
about permanent, sustainable change. 
More important is to try and change 
attitude and behaviour at the community 
level. Immediately after training the 
trainees are very optimistic, but two years 
later not even ten percent of hands-on 
skills learnt in the field are possible to be 
implemented without continued education 
and follow-up. The Programme has to be 
evaluated at various times. 


Ashok Dyalchand (IHMP) in the Workshop 
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4. Documenting & Assessing Impact 


Discussions about Programme impact stressed 
the need to define the minimum expected output. 
Training was a big investment for both trainers 
as well as trainees. What is expected: A 
sharpening of perspectives? Facilitation of 
processes? Or shifting organisational direction? 
Was it is really possible to evaluate change in 
three months? What constitutes change and how 
is it to be evaluated? 


The WAH! Western Region Team has assessed 
that change in trainee behaviour has definitely 
taken place. They feel that too much stress must 
not be laid on quantification of training impact, 
however. However, as quantified assessment 
data is not available, it can not be said that 
training has had very small or no effect. 


The Western Region trainees had their own 
experiences to tell about what they have leamt 
and how they implement, whether now they 
could plan appropriately, reactions of others in 
villages to the change in them, their experiments 
at using religious festivals and functions to pass 
on aspects of what they have learnt, and so on. 
Although the men were laughed at when they 
talked about gender, and the women had to keep 
struggling, the mood was upbeat. The trainees 
were able to share their Strategies and discussed 
how they could plan more practically so as to 
implement better. 


For MahWAH! it was felt that attempting to 
change organisational process or direction in an 
NGO would be ambitious as well as intrusive. 
The mandate is definitely to provide perspective 
to the participants and to the NGOs as well as to 


impart problem solving skills. The facilitation bel 
gender sensitive, rational and aie ; 
process at the NGO level would surely oa 
expected, but this may oF may not pe y 
happen. The NGOs will have to work out for 
themselves whether and how they want to 
introduce changes. 

re has to be evaluation at every 
ie ee - of the impact of training on 
the trainees, and the impact of the trainees on 
the community they reach out to - and systematic 
documentation of the whole training process. 
How important is documentation in MahWAH!? 
The Programme can draw from the training and 
documentation resources of organisations such 
as Aalochana, Abhivyakti, BAIF, Cehat, FRCH, 
IHMP, KISS, Search, TISS, etc. 


For the WAH! Western Region, gender based 
data from areas such as nutrition, division of 
labour, violence, mobility, economy were 
collected. Then changes were sought in these 
areas through gender sensitisation. However, the 
need for more systematic data collection, and to 
translate information generated into the regional 
language for use at grass-roots level was 
emphasised. 


Documentation must be more broadly defined for 
MahWAHI! It was necessary to document not 
Only data, but also the actual process of training. 
There is a need for documentation and data 
collection at various levels of the training 
Programme, for example, actual training 
sessions, interaction between the trainees and 
the trainers, etc. This kind of rigour in 
documentation will also make the training and 
evaluation process more transparent. 


Resource Persons’ Workshop 


5. Positioning MahWAH! 


There were general discussions about how 
where does the WAH! training fit into ri 
contemporary socio-political and economic 
scenario. Specific issues came up about the 
contradictions and tensions between the feminist 
health movement, management and indigenous 
health practices. 


There were also issues about linking up the 
regional WAH! Programmes with appropriate 
academic institutions for the sake of 
‘mainstreaming. The links between the WAH! 
Programme with the NGO movements in 
general, and their relationship with the state and 
issues of privatisation were also discussed. 


The MahWAH! perspective on some of these 
issues, and how MahWAH! links or differs with 
the WAH! initiatives in the other regions, 
emerged through these discussions. 


i. Indigenous Health & Healing Practices: 


There were concerns about whether indigenous 
concepts of the body were to be taught and 
whether there was an indigenous approach to 
nutrition. At grassroots level, some concepts of 
body already exist. Training must be sensitive to 
the extent of trainees’ knowledge regarding the 
people’s perspective. 


A contradiction was noted between the feminist 
health critique and the strengthening of tradi- 
tional systems. MahWAH! should not attempt to 
encompass everything. 


Some aspects of the WAH! Westem Region ini- 
tiative were seen as very similar to RCH policy. 
An RCH approach cannot be easily integrated 
with LHT systems because of the conflicts be- 
tween the two models. In such integrations, 
some women are left out without being given the 
necessary services. 


In highlighting or romanticising LHT, we tend to 
become apolitical and this caution must be kept 
in mind. There is at present very little documen- 
tation on LHT systems. In many recent In- 
stances, it is evident that such systems are being 
shifted to labs of MNCs. In the Northeast there 
are income generation schemes for women to 
grow herbs for the MNCs. The LHT systems 
which are meant for sustainable local use 
losing ground and becoming commercialised for 


global markets. 
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In this complex scenario, it is important to con- 
sider which women are being targeted and who 
are strengthened by promoting LHT. 


ii. The Role of NGOs in RCH Policy: 


The role of NGOs in the Government's RCH 
Programme was debated. Should the WAH! Pro- 
gramme replicate RCH? The need to develop an 
alternative approach was stressed. The promi- 
nence of the RCH paradigm in the Western Re- 
gion WAH! Programme was noted. 


The option of focussing only on reproductive 
health for the MahWAH! Programme was also 
considered as some useful work could be done 
within this limited paradigm. However, it was de- 
cided that MahWAH! would not limit itself to the 
RCH approach. 


iii. Structural Adjustment: 


Poverty affects the health of the general popula- 
tion, men as well as women. How can ‘structural 
adjustment’ be taught in an engaging and 
meaningful way in MahWAH!? 


The WAH! Western Region trainees had not 
found leaming about SAP very useful, so there is 
perhaps need to redesign the curriculum to make 
it more so. 


Definition of ‘Health’ 


For a woman, health is 
a personal and social state 
of balance and wellbeing 

in which she feels strong, 
active, creative, wise and 
worthwhile; where her body's 
power of healing is intact; 
where her diverse capacities 
and rhythms are valued; 
where she may make 
choices, express herself 

and move about freely. 


From the WAH! Approach Document, 1997 


vii. Gender Sensitisation: 


is alone is too narrow. The para- 
Coen include the dimensions of 9 
and caste, and issues like water and pier 
etc. Gender is not only about women but abou 
men and women who are operating from situa- 
tions of social powerlessness, and being regu- 
lated by many-dimensional political and eco- 
nomic factors. All this must go into the MahWAH! 


iv. Life Cycle Approach: 


As socio-economic issues including poverty may 
be left out in a purely life cycle approach, efforts 
need to be made to see that it is all integrated. 
The life cycle approach is not relevant every- 
where; very often it becomes associated with the 
bio-medical model. This caution must also be 
borne in mind for MahWAH! 


The life cycle approach was also seen to suffer 
from all the limitations of a ‘person-based’ model. 
In MahWAH! gender issues are not just about 
women's life-cycle but about the socio-political 
basis of the very construction of women’s bodies 
and health. 


It was felt that the life cycle approach in WAH! is 
useful and flexible, and may be remodelled to 
make space for the socio-economic aspect. In 
addition to other perspectives — poverty, gender, 
minority status, being dalit or tribal, etc. — the life- 
cycle approach may be useful. 


v. Government Health System: 


Worries were also expressed about experience 
of community health programmes increasing the 
State apathy towards health care. Including gov- 
ernment health staff in the training was sug- 
gested for MahWAH! However, contacting and 
training government workers was felt to be a 
lengthy and formal process. It may be possible to 
reach out to government workers through the 
already existing GTZ supported Basic Health 
Programme. 


vi. Health Rights and Advocacy: 


‘Patients’ rights’ was underlined as an issue. 
HIV-positive pregnant women are currently being 
denied healthcare. Women’s need for safe con- 
traception and abortion is unmet. Basic prerequi- 
sites to health, like adequate food, water, hous- 
ing and so on are not accessible to so many. 


NGOs’ advocacy interests in their areas should 
be probed so that needed skills may be 
strengthened. Campaigns have always been a 
central part of health activism in Maharashtra 
and this background should be reflected in the 
training, also. 
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model. 


WAH! refers to Women And Health - or 
what women would do (and how) if they 
took all kinds of ‘health’ matters in hand. 
Women’s health is important, but it is not 


exclusive. 


It not only includes all health issues 
affecting women, but also envisages a very 


active role for women, where women think 
and do many things. It looks at health as a 
whole, not just at reproductive health. 
WAH! aims towards the goal of 
comprehensive primary health care. 


Mira Sadgopal, in the Workshop 


There are problems with the term 
‘comprehensive primary health care’. 
It is either comprehensive health care 
Or primary health care. 


Also, there is a difference between 

PHC service and PHC approach. The 
PHC approach breaks from the purely 
biomedical perspective. It takes the SOCiO- 


economic context into consideration. 


In the WAH! Programme (so far) the 
difference between approach and service 
IS not clear. On the contrary the biomedical 
approach seems to be Partly duplicated 
especially by adopting RCH model. 


Anant Phadke, also in the Workshop 


Resource Persons’ Workshop 


V. Training Model Suggestions: 


Through the workshop, not only the co-ordinators 
and session facilitators but also many individual 
Resource Persons took the initiative of putting 
discussions and debates in perspective. Thus 
the larger concems of health activists in Ma- 
harashtra were integrated into the MahWAH! 
perspective and planning. | 


Eventually a model for the MahWAH! Training 

Pcie oaied evolved. Here two visual presen- 

ations Dy Resource Persons are summarily re- j 

soda: Thirdly. we also. fephicene he, RP Presentation No. 1: 

MahWAH! ‘webchart’ which is proposed as a Deepti Chirmule’s presentation with the help of a 

model synthesizing most of the earlier ideas. diagrammatic mode! set the preparatory stage. 
The core of the model consists of the socio- 
political context of health, gender sensitisation 
and management skills. All the other aspects 
should emanate from the core. 


The MahWAH! training would address health 
from a feminist angle, holistically viewed in the 
context of socio-economic reality. 


Primary 
Health Care 


Environmental 
Sanitation 


Reproductive & 


Water Resource Child Health 


Development 


Mental Health & 
Self Development 


Primary Health 
Concerns 


in the Socio-Economic Context, 
from a Gender Perspective 


Legal 


Traditional Health 


Awareness 
sy & Healing Systems 


onomic 
Ec Management 


Activities a 
& Skills Documentation 


& Research 


Sustainable 
Field 


Projects Replicable 


Gender Sensitive 
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RP Presentation No. 2: 


Anant Phadke’s presentation (based on home- 
work done at night by him, Dhruv Mankad and 
Mohan Deshpande) stressed the need for a 
systematic methodology in devising the training 
curriculum. He began, ‘These are probably the 
steps that need to be taken by MahWAH] ...’ 


Steps to Devise the Curriculum 
[from transparencies]: 


In General the steps that need to be taken in planning 
and constructing the curriculum should be: 


|. Defining Project goals 

ll. Outlining Project objectives and Programmes 
lll. Visualising Role of Programme Co-ordinator 

IV. Specifying Job Description and Functions 

V. Analysing Tasks (difficult,important,frequent). 


VI. Pinpointing Knowledge+Skills+Attitudes 
needed & existing among the candidates 


Vil. Calculating Total Training Needs by subtract- 
ing Existing KSA from Needed KSA 


VIII. Division of Total Training Needs into 


a) Background knowledge 
b) General skills (management and training) 
c) Medical (healthcare provision) skills 

IX. Division into Distance Training and Contact 
Training slots and modules 


X. Stating the learning objectives and point-wise 
content of each module. 


Assuming, for example, that Phase | is on ‘General 
Health’, Phase Il may be devised on ‘Reproductive 
Health’ as follows: 


|: Project Goals: 


Q To sensitise men & women in the community 
about reproductive health problems & their 
causes holistically 


Q To assist the community to evolve a short- 
term and long-term Programme to deal with 
these problems. 


I: Project Objectives and Programmes: ...... 
Ill: Role of the Programme Manager: 


Q To manage, supervise, guide RH Programme 
as part of CHW-based Primary Health Care. 
lV: Functions of the Programme Manager: 


Q To organise an awareness Campaign on 
the need to take up the RH Programme and 
to motivate the community to take it up. 
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To facilitate the selection of CHWs. 


ici ing of the RH 
To participate in the planning 
toni and the training Programme. 


To participate in execution of the training 


nN Programme and also in its training activity. 


ey: Foes 


V: Tasks of the Programme Manager: 


a) To conduct an awareness campaign on RH 
b) To facilitate CHW selection in communities 


i) pal ieee 
oe Tene 
Vi: Knowledge/Skills/Attitude (KSA) for Tasks, i.e. 
a) To plana series of meetings, she/he needs: 
(i) Knowledge: area topography, economy and 
politics, history relevant to the task 
(ii) Skills: managing with available resources of 
people, transport, money, community leaders, 
and so on. : 
(iii) Attitude: pro-people, positive... (gender 
sensitive...) 
D) sen eecamerme 
Vil: Needed KSA — Existing KSA 
| = Total Training Needs 


VII: Division of Total Training Needs into: 


a) Background knowledge 
b) General skills 
Cc) Medical skills, ..............and So on. 


BACKGROUND KNOWLEDGE: 

A) Concept of Health and Disease 

e social production of health and disease, 
‘development’ and health 

° epidemiological triangle, factors of class, 
gender, caste, urban-rural divide & so on 

e — profile of women’s health problems in area 

e primary health care approach 

B) Role of Health Services: Biophysical, 
economic, political; politics of health 

= 


PRACTICAL SKILLS: General and Particular 


A) General: Communication skills: letter writing, 
handbill composition, interview, group 
discussion, public meeting 


B) Planning Skills: CNN hin sss 
C) Monitoring and Evaluation: ._.. 


[Note: Some parts were left incomplete. ] 


Resource Persons’ Worksho 


The Web Chart Model 


(See the Diagram on the 
back of this page.) 


By pulling together the various ideas and - 
tions raised So far, a group of Silibenanon. 
ceptualised an integrated model for training in 
the form of a ‘web chart’. Presented by Manisha 
it came as a breakthrough in clarifying the Pro- 
gramme perspective for Maharashtra. 


The area within the inner dotted circle indicates 
the participant as she (or he) is before the train- 
ing. The area beyond the outer dotted circle indi- 
cates the expected outcome, or what she would 
become or where she would reach after the 
training. 


Issues (or topic areas) like nutrition, violence and 
neglect, emotional health, alcoholism, communi- 
cable diseases, reproductive health, etc. stand 
as different axes in the web. The various threads 
spanning all the axes represent common proc- 
esses influencing the training, like socio-political 
and gender analysis, life-cycle concerns, skill- 
building and so on, running through every mod- 
ule and session. Skills to be developed are 
common and multifold, such as organisational, 
documentation and advocacy skills, and so on. 


The web is flexible. WAH!’s aim is comprehen- 
sive health care for all irrespective of capacity to 
pay, and not just for women. One need not have 
to adhere to the web in totality. The web is a 
guideline for analysis, to be sure that nothing 
relevant has been missed out. It may be devel- 
oped further. 


The task for WAH! in Maharashtra is not only to 
employ the perspective and Programme drawing 
from the experiences in other regions, but also to 
extend it to actively use the vast resource pool 
available in the State. Maharashtra has a fund of 
experience from health-related activities of the 
past two and more decades and therefore has 
much to offer the MahWAH! The impressive 
presence of MEFC’s volunteerism in Maharashtra 
has resulted in devising training strategies that 
are innovative and of high pavers pale 

ilisation of funding. It Is inevitable that su - 
oh hea movements will fuel MahWAH! post- 


tively. 
ome of the foundational 


To the right, we list S 
concerns that will direct the Maharashtra WAH! 


Training Programme. 


anuary 1999 


0 


‘Gender will be located in the broader 
framework of society, such as Class and 
caste. So the socio-economic determinants 
of health will form the basis for understanding 
gender-related oppression and vice-versa. 
Gender will not form the material for an entire 
phase, but will be integrated in each and 
every module and session. 


The Primary Health Care approach and the 
PHC delivery system will be explored in 
greater detail from socio-economic and 
gender perspective. The politics of illness 
also will be taken in the orientation module. 


Rather than draw entirely from vaidyas to 
understand the traditional health systems, 
we would be drawing more from grassroots 
and feminist approaches (such as, for 
example, the SHODHINI collective). The 
intention of this is to allow space for critique 
of patriarchy within Ayurveda (and other 
ISMs) and to go beyond the individual-based 
model of ISM. Approaches which are friendly 
to people and women-centred, with a broad 
progressive analysis of society are 
appropriate for development of WAH! in 
Maharashtra. 


Documentation efforts will be strengthened 
at all levels of planning, training and follow-up 
so that a replicable, effective, accountable 
and transparent training model for women- 
centred community health care may evolve. 
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Nutrition 


EXPECTED 
OUTCOME: . 
: : - Emotional 
mone 7 Participant Pro & Mental 
Disease ee i aug) Ree aNe Haine Health 
Socio-econe 
i 
1 
4 
Work & ' 
Health \ Sexual | 
) Health 
Violence 
& Neglect 


Reproductive 
Health 


etc., etc. 


The Web Chart 


Model for Development of Curriculum 
and Modules for Maharashtra WAH! 


Resource Persons’ Workshc 


Vil. Group Work — |: 
Concept Clarification 


The resource persons divided into th 

| ree groups 
for discussing the profile of the WAH! Siete 
her role and function, and her future as a WAH! 


graduate. 


The results of the work group session are 


presented summarily as follows: 


Prospective 


pe e Health Supervisor 
Participant 


Mature 


Committed in 
organisation 


e Minimum 
qualifications: 10" std 


e One year’s experience 


e May be one woman 
and one man 


e Selection through 
dialogue with Agency 
Head and Candidate 


Middle level Health 
Activity Co-ordinator 
or Supervisor 


Roles 


e = Involved in Planning 


Decision making 
e Programme execution 


e Guiding grass roots 
workers 


Enhanced 
understanding of 
Health Issues with 
Gender Perspective 


Expectations 
after the 
Training 


e able to give direction 
to ongoing 
Programmes 


e able to co-ordinate, 
supervise, guide and 
advocate for gender- 
sensitive community 
healthcare Programme 


January 1999 


Middle level functionary 
Desirable: 12™ pass 


3 years field-level, grass 
roots experience 


Operationalising and 
supervising Programme 
activity 

Open to new ideas 


Willing to participate 


Involved in grassroots 
projects related to health, 
women or training 


Secondary to project holder 


Partial vision of factors 
affecting health and women 


Implementing 1 or 2 
Programmes for project 
holder 


Heightened self image, 


Greater vision and self 
empowerment, 


Able to develop and 
manage a project 


Capacity to influence, take 
decisions, work in teams 


Better interpersonal skills 
Able to train others 


Can diagnose problems at 
grassroots, transmit to top 


Effective & sensitive in role 


e Supervisor in Health 
e 10 to 15 years education 


e 3 -years field experience 


have a KSA rating scale 


respect 


& function, illness patterns, 
symptoms and treatment 


Supervisory role 


e Guiding 


e Organising community 


e Keeping records 


e Co-ordinating 


e Decision-making regarding 
Programme execution 


Local level planning 


Enhancement of KSA 


e Increased gender sensitivity 


e Monitoring and evaluation 


e Holistic understanding of health 


e Networking & advocacy skills 
e Mobilising internal resources 


Planning sensitively for health 


e preferably long term local resident 


e For selection and later monitoring 
e Skills: communication, relationship 
building, organising & interactive 


e Attitudes: confidence, openness, 


e Knowledge: basic body structure 


e Increased problem solving skills 


e Increased decision making ability 
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VIII. Group Work — II: 
Content Development 


The resource persons were divided into four 
groups on the basis of their areas of expertise. 
With guidance from the Web Chart, each group 
was presented with a focus area and a struc- 
tured agenda of topics they should cover. 


Group |: Health Care 

Group ||: Determinants of Health 
Group Ill: Rights and Health 
Group IV: Co-ordination Skills 


s were asked to work out roe 
ic area, define the 
tent related to the topic area, Us 
einuah amount of knowledge and skills [ be 
imparted based on the topics, work out the | a 
tion required and mention the form and me - 
ology wherever possible, or if they had any other 
specific ideas. 
The outcome should be basically the content of 
the course, keeping the emergence of a module 
as an end in mind. 


The areas and topics are listed here, and the 
group presentations and discussions are given 


below summarily. 


The group 


Group |: Health Care Group II: Determinants of 
(Technical & Diagnostic Health (Health Related 
Skills included) Issues) 

e Diseases and e Water and Sanitation 


Pri Treatment 
rimary Tr e Environment, Drought 


¢ Community Health & 


Epidemiology e Nutrition & Agricultural 


Production 


e Reproductive Health : 
e Economic Factors 


¢ Sexual Health 
e Occupational Health 


¢ Emotional Health 


e Traditional Medicine 


Group 1: Health Care 


(Vinay, Anant, Harsha, Bhargavi, Ashish, 
Mira, Marie, Shanta, AG Sathe, Chandra) 


The group felt that it was impossible within the 
given time span to draw up a list of ‘most 
important’ and ‘least important’ in the technical 
curriculum. This will need input from the needs 
assessment of the NGOs and the KSA (KAPS) of 
the prospective training participants. 


The definitions of various terms were discussed. 
The group felt that it will be necessary to meet in 
smaller groups and use various reference 
materials already available to Ssystematize the 
MahWAH! curriculum. 


G MahWAH! can use the Westem Region 
manual (in Gujarati and Hindi) as reference, 
as well as the VHW manual being prepared 
by CEHAT, in case this is made available on 
time. Sham Ashtekar’s Bharatvaidyak would 
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Group Ill: Rights & Health _ Group IV: Co-ordination 


(conceptual, political Skills (Tools & Techniques) 
cis cide eel e Planning, Decision- 

e Violence & Counselling making 

e Law and Advocacy e Resource Management 


SHG: Savings & Credit e Analysis, Statistics 
Peoples’ Organisations e Self Development 
Group Organisation e = Trainer Skills 
Negotiation Skills e Monitoring & Evaluation 


e Documentation, Report 
Writing, Proposals 


e Action Research 


also be useful, as would the BAIF manual on 
reproductive health. 


QO Some of the above-suggested manuals have 
to be examined from gender and socio- 
economic angles and the desirable content 
may need to be modified to fit within the 
MahWAH! perspective. 


Q This integrative exercise will be interesting 
and may be quite Productive as it could lead 


towards standardisation in the area of women 
and health work. 


a) Some debate about how much information 
[technical/social] is to be given to the 
supervisor ensued. This can be decided in 


the Programme on the basis of feedback 
from the needs assessment. 


Resource Persons’ Workshop 


GROUP 2: Determinants of Health 


(Manisha, Mohan, Dhruv, Sanjivani, 
Vandana, Ujwala, Anupama) 


i. The group discussed basic probl 
related to Water: sila. 


Availability 
Q Accessibility 
Q Ownership 
a) 


0 


Personal Hygiene 
(Cultural, physical, structural) 


li. The underlying perspective emphasised: 


Q Equitable water distribution/control 
over water resources 


o Access of women, dalits, poor & 
minorities to safe drinking water 


Q Increasing and maintaining 
water resources. 


iii. Discussion on Public Health and 
Sanitation included: 


a Present practices and their effect 
on women’s health 


4g Available facilities, attitudes towards 
its utilisation 


g Introduction to community facilities 
through field trip, focus on maintenance 
and utilisation; waste disposal. 


g Water borne diseases and preventive 
measures 


a Goverment schemes and policies 


iv. Focussed discussion on Droughts 
highlighted the following areas: 


0 Politics of drought (human-made 
as well as natural) 

g Effects of drought on populations, 
especially women 


ag Changing cropping patterns and its 
links with droughts 


4 Reduction in food availability and 
its effect on women 


O Agricultural/Labour Migration 
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v. Issues of the Environment (causes 
and prevention) cropped up in light of 
the above problems. 


vi. Focussed discussion on Nutrition 
highlighted the following areas: 


Q Analysis of nutrition problem from the 
gender-caste-class perspective, as also 
in terms of age and marital status. 


ag Review and reinforcing of practices which 
enhance women’s health 


0 Attempts to increase local food 
availability (through kitchen gardens, 
community cultivation, etc.) 


a Agricultural production and increasing 
scarcities of consumption items 


vii. Focussed discussion on Occupational 
Health listed the following areas for 
investigation: 


ag Domestic work related 
Q Agricultural work 
ag Small scale industries. 


The Development process in Maharashtra and 
its impact on the socio-economic structure of 
society was discussed, with an eye for emerging 
new issues including physical and mental health, 
HIV, alcoholism and violence, and the spreading 
culture of beer bars, pubs, hotels and tourism as 
roads get constructed in interior regions. * 


Is liye rah sangharsh 
ki ham chune, 
zindagi aansuon men 
nahaai na ho... 


(We have chosen 
the path of struggle, 
so that life won't be 
bathed in tears...) 


A line from a song written in the 1940's in the 
Left Movement, sung during the Workshop 
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GROUP 3: Rights and Health } 
(Conceptual, Political, Organisational) 


(Vaishal, Prasanna, Sadhana, Laxmi, 
Mani, Anita, Savita, Sangita) 


Discussion raised the question of whether rights 
and health is a separate and autonomous theme, 
or if it is a link in all themes related to health. If a 
running theme, then how do we place the areas 
listed for the group? The listed areas (on page 
20) may be seen as tentative markers, and so 
rights empowerment may focus on the following: 


Perspective 


LIFE STAGE 
Pre-natal 


Infancy 
Childhood 


Adolescence 


Womanhood 


Old age 


TYPE OF VIOLENCE 


Sex determination/pre-selection, 
female foeticide and infanticide 


Neglect, discrimination & abuse 


Early marriage, child labour, 
prostitution and other abuse 


Restrictions on mobility, neglect 
discrimination, taboos related to 
menstruation and puberty 


Frequent pregnancies, marital & 
family violence, unwed mothers, 
illegal abortions, rape (including 
marital), alcoholism & violence, 
desertion due to infertility, dis- 
possession of property, witch 
hunting, deprivation, home- 
lessness & resourcelessness 


Denial of basic rights & 
securities, abuse & neglect 


Lobbying 


(Forming Pressure 
Groups) 


Advocacy 


(Negotiation Skills 
Self-Development) 


Building Rights Groups for Empowerment of Women 


ening skills: To identify participants’ 
it iheoeeen and to enhance advocacy 
skills for mobilising resources. 
Building perspective: To analyse existing pro- 
blems in the socio-economic-political context. 
To link macro-level issues with local prob- 
lems and to guide groups to deal with issues. 


0Q Widening information base: To support skills 
and enhance perspective. 


Later it would be necessary to identify skill inputs 
and define desirable attitudes. 


———— Se Attitudes 5 anc. COR eee 


As an example, any rights issue may be taken — 
violence, infant mortality, wife beating, etc. — and 
this model tried out. For violence, a structural 
analysis at various life stages was discussed, as 
presented in the Table. 


It was impossible to present the entire list of laws 
pertinent in the women’s rights context. Some 
laws much in discussion were listed, such as, 
Laws for Sex Determination, MTP, Minimum 
Wages Act, Child Marriage Act, Laws about 
Rape, Dowry, Child Labour Regulation Act, La- 
bour Act, Prevention of Immoral Traffic Act, Ju- 
venile Justice Act, Family Laws, Personal Laws, 
Sexual Harrassment at Workplace, Provisions in 
CrPC/IPC related to violence. Perhaps a booklet 
can be prepared on these laws and acts, how 
they are used in courts, and outcomes. 


Building of groups and organisations for support 
and lobbying was essential according to this 
group. This objective will involve: 


Awareness 


Self-Help 


(Savings & Credits, 
Income Generation) 


Resource Persons’ Workshop 


The relevant skill inputs are: 


a Looking at a problem in entirety GROUP 4: Co-ordination Skills 

a Giving needed emotional support (Tools & Techniques) 

Q Interviewing 

a Group facilitation (Anu, Ashok, Malini, Medha, Tara, Samata, Sandhya) 

a Communication (including problem The group members felt that determination of 
articulation and listening) the participants’ present attitudes towards self, 


community, health, women’s work and so on, 


Negotiat | 
~ Peaton cubs eo Re, was important. This could be done during the 
eties tah i nh ISCUSSION, arriving contact visit to the NGO or at the beginning of 
, y agreeable solutions) training. At the evaluation phase changes in 
Evidence collecting attitudes could be ascertained. 
QO Learning procedures related to laws. & The sessions outlined by the group were as 


Building Planning 
Framework 


Problem Definition 


Community Diagnosis 
Interventions & 
Strategies 
Implementation 

Team Building 
Monitoring 
Supportive 
Supervision 

Training 


Documentation 


Evaluation 


Before concluding, discus 


roles and commitments © | | 
towards planning and implementing the es 


groups 


follows: 


Concept building of planning; Problem identification and definition (through 
qualitative and quantitative data collection, analysis and interpretation). 


Magnitude and determinants of problems (causes and contributing factors). 


Skills in distribution of the problem by socio-demographic features, such as age, 
sex, area, SES, gender, etc. : 


Phasing the Programme; Time Scheduling; Planning for human power, budgeting 
skills; handling maternal etc. 


Organising and implementation; Roles and responsibilities; Functions and Tasks; 
Workload distribution 


Group Processes; Sustaining motivation; Intra-organisational Communication; 
Community communication; Leadership. 


Systems formulation, indicators to identify needs; Level of need fulfilment; Extent and 
quality of services; Monitoring organisational relationships, performance and skills. 


Definition; Methods; Assistance in assessing community needs; Communicating 
ideology and shared values, Participatory decision making. 


Assessing workers’ training needs; Inservice skill reinforcement; Co-ordinating human 
with material resources; Identifying implementation problems; Interfacing workers with 
community; Ensuring self-actualisation of grassroots workers. 


Day-to-day case work, diary, recording and reporting; Organisational and Process 
documentation; Report writing; Qualitative and Quantitative Methods. 


Definition and importance of evaluation; Types; Basic skills: computing rates, 
percentages and ratios; Using questionnaires and collecting data; Using data. a 


sions ensued about the The workshop closed with a vote of thanks from 
f various persons and the organisers as well as the participants. 


Maharashtra WAH! Programme. 


January 1999 
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IX. Follow-up (to January 1999) 


The Follow-up after the Resource Persons’ 
Workshop in October 1998 has been as follows: 


1. NGO Partner Visits 
& Candidate Selection 


First contact visits to NGOs and meetings with 
potential participants were completed by the end 
of December. As of mid-January 1999, the tenta- 
tive selected list consists of about 20 prospective 
programme partners and 30 to 35 identified can- 
didates for the training. 


Confirmation of programme partners and final 
identification of training participants would be fa- 
cilitated through the NGO Orientation Workshop. 


2. Orientation Workshop for 
NGO Heads & Candidates 


The Orientation Workshop was organised on 21- 
22 January at BAIF’s Pune Campus at Varje 
(situated on the Bombay-Bangalore Highway). 


The objectives of the workshop were: 


Q To bring together the NGO representatives 
and their training candidates for acquaint- 
ance and orientation, 


Q To identify strengths and limitations of the 
trainee participants, the NGO needs and 
what they can contribute, mutual expecta- 
tions from each other; to predict problems, 
pinpoint constraints and focus on positive 
logistics 


Q To complete the precise NGO needs as- 
sessment, determine candidates’ KAPS, and 
elicit feedback for final module development. 


The process of identifying partner organisations 
and training participants is being documented in 
detail. 


The report of the Orientation Workshop will cover 
criteria of selection, participants’ profile and so 
on in greater detail. 
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3. Assessment of Candidates’ KAPS: 


As worked out in the RP Workshop, the course 
content is to be determined by subtracting the 
existing level of knowledge, attitude, practice and 
skills (KAPS) from the level of KAPS desired as 
outcome of the training. 

idate profiles, 
in order to assess the present candida 
a schedule of KAPS has been worked out to be 
administered during the Orientation Workshop. 


An initial set of 60 KAPS questions was admin- 
istered in the Orientation Workshop to the pro- 
spective trainee participants. A second set will be 
administered at the onset of Phase |. Ongoing 
KAPS assessment would be conducted to evalu- 
ate scores before and after each module 
throughout the training phase. 


4. Module Development: 


A tentative design of the three modules of Phase 
| (with unit outlines) was prepared in November. 
Several persons have been working individually 
and in groups on their areas of expertise to fur- 
ther develop outlines of the sessions. 


Finalisation of the modules will be possible after 
completion of the candidates’ KAPS assessment. 


5. Assembling Training Resources: 


Members of the Documentation Unit are working 
on assembling a comprehensive collection of 
training resources relevant for the course. Sug- 
gestions are sought from Resource Persons. 


6. Working out ‘Phase I’ Logistics: 


Pragati (Management Unit) and MASUM (Train- 
ing Unit) are collaborating to finalise the venue 
and other logistics for Phase | Training. It is ex- 
pected to begin on 25 February 1999. 


7. Next Resource Persons’ Workshop: 


Before Phase |, various Resource Persons who 
will be the faculty will be met individually and 
collectively. A workshop of Faculty will be held 
Prior to onset of Phase |. 


a 
ee 


Resource Persons’ Workshop 


Annexure | 


List of Participants for the MahWAH!Workshop 
of Resource Persons, 28-29 October 1998 


Dr. Anant Phadke 

CEHAT, Swanand, Aapli Sahakari Society 
Parvati Darshan, Pune 411009 

TEL: (O) 547866 (R) 355728 

Email: admin@punecehat.ilbom.ernet.in 


Ms. Anita Borkar 
Abhivyakti 

Omkear, Gitanjali Sdtiety 
Gangapur Road 

Nashik 422005 

TEL: (O) 0253-580981 


Dr. Ashish Malekar 

Chaitanya, Rajguruwada, Moti Chowk 
Rajgurunagar, Dt. Pune 410505 

TEL: (O) 02135-23176 


Dr. Bhargavi Davar 

Soona Lodge, 16A Shankarsheth Rd 
Pune 411042 

TEL: (O) 659969 

eE-mail: davar@pn2.vsni.net.in 


Dr. Dhruv Mankad 

Vachan, Shivaji Nagar 
Nashik-Pune Rd, Nashik 422005 
TEL: (O) 0253-552520 

E-mail: vachan@bomz2.vsni.net.in 


Ms. Jasmine Pavn 

The JRD Tata Trust 

Bombay House 

Homi Modi Street, Fort 

Mumbai 400001 

TEL: (O) 022-2049131, Ext. 7176 


Dr. Laxmi Lingam 

TISS Women’s Studies Unit 

Sion-Trombay Rd, Deonar, Mumbai 400088 
TEL: (O) 022-5563290,5567717 (R) 7701742 


Ms. Manisha Gupte 

MASUM, 11 Archana Apartments 

163 Solapur Road, Hadapsar, Pune 411028 
TEL: (O) 675058, 672672 Fax: 611749 


Email: masum@vsni.com 


Ms. Medha Kotwal & Ms Vandana Kulkarni 
Aalochana, Kedar Bungalow 

86/11B Kanchan Gaili (off Law College Rd) 
Erandwane, Pune 411004 

TEL: (O) 020-344122 
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Dr. Anant Sathe & Dr. Shanta Sathe 
Swanand, Flat No. 2 

Prabhat Road, Lane No. 6 

Pune 411004 

TEL: (R) 376442 


Ms. Anu Wakhlu (also, *) 
MahWAH! Management Unit 
Pragati Fdn, Ganesh Krupa, ITI Rd 
Sanewadi, Aundh, Pune 411007 
TEL: (0) 387773 Fax: 382246 
Email: oshiana@bom3.vsni.net.in 


Dr. Ashok Dyalchand 

IHMP, Ashish Gram Rachana Trust 
Pachod, Dt. Aurangabad 431121 
TEL: (O) 02431-71331 


DrDrDr. Deepti Chirmule 

BAIF, Dr. Manibhai Desai Nagar 

N Highway No. 4, Warje, Pune 41 10/29 
TEL: (©) 365494 (R) 290028 

E-mail: deeptic@pn2.vsni,net.in 


Ms. Harsha Joshi & Ms. Sandhya Nair 
BAIF, Dr. Manibhai Desai Nagar 

N Highway No. 4, Wane 

Pune 411029 

TEL: (O) 365494 


Ms. Jyoti Gade 

Western Region WAH! Programme 

c/o CHETNA, Lilavati Lalabhai’s Bangalow 
Civil Camp Road, Shahibag 

Ahmedabad 380004 

TEL: (©) 079-2866695, 2868856 (R) 6748556 


Dr. Malini Karkal 

4 Dhake Colony, Andheri (W) 
Mumbai 400058 

TEL: (R) 022-6360469 


Dr. Marie D’Souza 

Sanjay CHS, 7th Bangalow 
(off J P Road) Andheri (W) 
Mumbai 400053 

TEL: (©) 022-6330076 


Ms. Meena Seshu 

Sangram (Sampada Gramin Mahila Sanstha) 
B11 Akshay Apts, Chintamani Nagar 

Sangli 416416 

TEL: (O) 0233-311644, 310656 
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TEL: (O) 334259, 334203 


Dr. Mira Sadgopal (also, ***) 

MahWAH! Documentation Unit 
Renuprakash-A/3rd F, 817 Sadashiv Peth 
(near Nagnath Par), Pune 411030 

TEL: (O) 470314 Email: miradina@wmi.co.in 


Ms. Nagmani Rao 

KISS (Karve Institute of Social Service) 
Karve Nagar, Pune 411052 

TEL: (O) 334259, 334203 


Ms. Rekha Charholikar 

New Mangalwar Peth 

(nr Ladkat Petrol Pump), Pune 411011 
TEL: (R) 624671 


Ms. Samata Sen-Gupta (also, *) 

MASUM, 11 Archana Apartments 

163 Solapur Road, Hadapsar, Pune 411028 
TEL: (O) 672672 Fax: 611749 

Email: masum@vsnl.com 


Ms. Ujwala Masdekar 

KISS (Karve Institute of Social Service) 
Karve Nagar, Pune 411052 

(R) 331102 


Dr. Mohan Deshpande 
Amol, Sohani Society 
(near Aundh Clinic) 
Aundh, Pune 411007 
TEL: (R) 390819 


Ms. Prasanna Invally & Ms. Sadhana Khatti 
Susamwad, Tejal Kunj, Karve Road 
Kothrud, Pune 411029 

TEL: (O) 348327 


Prof. Tara Kanitkar 

10/E-3 Girija Shankar Vihar 
Karve Nagar, Pune 411052 
TEL: (R) 342731, 342436 


Dr.Sanjeevani Kulkarni 

& Dr. Vinay Kulkarni 

Prayas, Amruta Clinic (nr Shambhaji Br) 
Karve Road, Pune 411004 

TEL: (O) 341230, 230337 


Ms. Vaishali Vaidya 

Amarchaya, Solapur Road 
Hadapsar, Pune 411028 

TEL: c/o Dr. M. Deshpande 390819 


* Also from Pragati/MahWAH! Management Unit: Deborah Daniel, Asha Pillai 


** Also from MASUM/MahWAH! Training Unit: Anupama Pathak, Chandra Karhadkar, 
Sangeeta Kumbhar, Savita Kurhada, Maya Nadar 


*** Also from MahWAH! Documentation Unit: Bharati Takale, Rebecca Gonsalves. 
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List of WAH! Programme Documents in the 
MahWAH! Documentation Unit (‘til end of 1998) 


10. 


tT. 


12. 


13. 


14. 


15. 


WAH! Training Programme (india & Nepal) 
Experts Meeting: Building NGO Capacities for 
Women's Health (Bangalore, 16-22 July 1993) 


Gender and Women’s Health, Nepal WAH! 
Preparatory Seminars ( three documents), 
RECPHEC (July, September, December 1994) 


Module on Traditional Medicine & PHC for Pilot 
WAH! Training Programme, LSPSS (1994) 


WAH! Pilot Programme: Southern Region, 
Training Phase |, AIKYA (February 1994) 


WAH! Pilot Programme, Southern Region: 
Document of Training Phase |, AIKYA 
(20 February - 2 March 1994) 


WAH! Pilot Programme, Southern Region: 
Report of Training Phase Il, AIKYA 
(24 July - 20 August 1994) 


WAH! Pilot Programme, Southern Region: 
Report of Training Phase III, AIKYA 
(27 November - 11 December 1994) 


WAH! Pilot Programme, Southern Region: 
Action Plans of Training Phase III, AIKYA 
(3 - 5 March 1995) 


WAH! Pilot Course, Southern Region: 
An Overview (Feb 1994 - March 1995) 


Evaluation of the WAH! Programme, India 
by DSE/ZG (October 1995) 


Health in Your Hands: A Training on Traditional 
Medicine, CHETNA (27 - 31 December 1994) 


WAH! Curriculum Revision and Development: 
Workshop Report, WAH! Sectt. (June 1996) 


‘Samayoga (Ayurveda & Primary Health Care): 
Report of Vaidya’s Workshop organised by 
LSPSS & CHETNA at Pune (26 - 28 July 1996) 


WAH! Western Region: Orientation and Planning 


Meeting for NGO Heads and Resource Persons 
(4-5 December 1996) 


WAH! Western Region: Resource Person's 
Workshop (30 — 31 January 1997) 
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16. 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


25. 


26. 


2 ip 


28. 
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Annexure II 


DSE: Report of a Follow-up Mission 
(9-21 February 1997) 


WAH! Western Region: Report of Facilitators’ 
Workshop (February 1997) 


WAH! Western Region Training Phase |: 
Session Outlines (6 February - 8 March 1997) 


WAH! Western Region Training Phase II: 
Session Outlines (May - June, 1997) 


WAH! Western Region Training Phase III: 
Session Outlines (17 Sept. - 18 Oct. 1997) 


WAH! Western Region Training Phase |: 
Report (6 February - 8 March 1997) 


WAH! Western Region Training Phase II: 
Report (27 May - 27 June 1997) 


WAH! Western Region Training Phase III: 
Report (17 September - 18 October 1997) 


Approach Document, WAH! Core Group 
(April 1997) 


WAH! Western Region Training Phases |, 
Il & Ill: Handout Sets (Hindi) for Participants 
(27 May - 26 June 1997) 


Beginning to Change: A Study of Gender 
Sensitisation through the WAH! Western Region 
Training Programme (March 1998) 


Establishing Links between RCH & WAH! : a 
Follow-up Meeting Report, CHETNA (April 1998) 


Gender Sensitisation: WAH! Western Region 
Follow-Up Workshop Report (June 1998) 


Reproductive Tract Infections — Diagnosis, 
Management, Counselling: Report of a Training, 
7-9 July, CHETNA (August 1998) 


WAH! Western Region Training Phases |, 
11 & II: Summary Report (September 1998) 


WAH! Western Region Training: Internal Evalua- 
tion Workshop Report (November 1998) 
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Annexure III: Glossary/Abbreviations 


AIKYA 


CBO 


CED 


CEHAT 


CHETNA 


CHW/CHV 


CR&D 


DSE/ZG 


FCC 
IHP 


ISM 


KAPS 


KISS 


KSA 
LHT 
LVS 
MahWAH! 


MASUM 
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Means ‘Unity’; a sister organisation 
of SHSD (Bangalore) 


Community Based Organisation 


Centre for Education & Documentation 


(Mumbai) 


Centre for Enquiry into Health and 
Allied Themes (Mumbai & Pune) 


Centre for Health Education, Training 


& Nutrition Awareness (Ahmedabad) 


Community Health Worker, 
or Volunteer 


Curriculum Revision & Development 


Deutche Stiftung fur Internationale 


Entwicklung (German Fdn for Inti Dvpt) 


/Zentralstelle fur Gesundheit (Public 
Health Promotion Centre, Berlin) 


First Contact Care 
Indigenous Health Practices 


Indigenous Systems of Medicine 
(Ayurveda, Unani, etc.) 


Knowledge-Attitude-Practice-Skills 
Profile 


Karve Institute of Social Service 
(Pune) 


Knowledge-Skills-Attitude (~ KAPS) 
Local Health Traditions (~ THHP) 
Lok Vidnyan Sanghatana (Pune) 
Maharashtra WAH! Programme 


Mahila Sarvangeen Utkarsh Mandal 
(Purandar Taluka, Pune District) 


MFC / mfc 


MNC 
NEP 
NGO 
PHC 


PP 


RECPHEC 


SAP 
SES 
SHODHINI 
SHSD 


THHP 


TISS 
™ 
VHAI 


WAH! 


Medico Friend Circle (All-India, 
and in Maharashtra) 


Multi-National Corporation 
New Economic Policy 
Non-Governmental Organisation 


Primary Health Care or Primary 
Health Centre 


Programme Partner (WAH!) 


Resource & Education Center for 
Primary Health Care (Kathmandu) 


Reproductive & Child Health 
Reproductive Health 


Resource Person/ Partner (WAH!) 


' Structural Adjustment Programme 


Socio-Economic Status 


A collective of feminist health activists 


working with local women healers in 
various regions since ~1989 


Society for Human & Social 
Development 


Traditional Health & Healing Practices 


Tata Institute of Social Sciences 
(Mumbai) 


Traditional Medicine (also see LHT, 
ISM, THHP) 


Voluntary Health Association of India 


(New Delhi) 


Women And Health! (India & Nepal) 


Resource Persons’ Worksho 
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